
..tcPc-.)  VERMONT 	
AGENCY OF HUMAN SERVICES 

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING 

Division of Licensing and Protection  
HC 2 South, 280 State Drive 
Waterbury, VT 05671-2060 
http://www.dail.vermont.gov  

Survey and Certification Voice/TTY (802) 241-0480 
Survey and Certification Fax (802) 241-0343 

Survey and Certification Reporting Line: (888) 700-5330 
To Report Adult Abuse: (800) 564-1612 

October 31, 2019 

Ms. Catherine Rooney, Manager 
Harvey House Ltd 
1860 Main Street 
Castleton, VT 05735-7709 

Dear Ms. Rooney: 

Enclosed is a copy of your acceptable plans of correction for the survey conducted on 
September 4, 2019. Please post this document in a prominent place in your facility. 

We may follow-up to verify that substantial compliance has been achieved and maintained. If 
we find that your facility has failed to achieve or maintain substantial compliance, remedies 
may be imposed. 

Sincerely, 

Pamela M. Cota, RN 
Licensing Chief 

Disability and Aging Services 	 Blind and Visually Imparied 
Licensing and Protection 	 Vocational Rehabilitation 
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Rico Initial Comments: 	 R.100 
. 

• Ar-lunannounced on-site complaint visit was 
rrr4e by the Division of Licensing and Protection 
on 0/4/19 to determine regulatory compliance 
with having Registered Nurse coverage. 	During 	• 
the survey it was identified and confirmed that the' 
facility is currently without a Registered Nurse 
and has not had coverage since December 2018. 
This was determined to represent a situation that 
requires Immediate Corrective Action (ICA) due 
to the risk to the safety of residents. The facility 
was notified of the need for ICA in writing on 
September 5,'2019, and in response, the facility 
submitted an Immediate Corrective Action plan 
on September 11, 2019. 

SS
R126V. RESIDENT CARE AND HOME SERVICES 	' R126 r., -A 

5,5 General' Care 

5.5.a Upon a resident's admission to a 
residential care home, necessary services shall 
be provided or arranged to meet the resident's 
personal, psychosocial, nursing and medical care 
needs. 

This REQUIREMENT is not met as evidenced 
by: 
Based on record review and staff interview, the 
facility failed to provide the necessary services to 
provide or arrange to meet the nursing and 
medical care needs for all residents of the facility. 
This citation requires Immediate Corrective Action 
due to the risk to resident safety. 	Findings 
include: 

-
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R126 	Continued From page 1 	 R126 
i 	• 
identified and confirmed that the facility is 
cuiently without a Registered Nurse (RN) to 
pry/ide nursing oversight and delegation of 
nursing tasks, and has been without RN coverage 	12..k2) 
since December 31, 2018. Residents in the 
home are having medications administered by 
unlicensed staff, without RN review and direction. : 

Resident #1 was admitted to the facility 3/6/19 
and there is no evidence that a Registered Nurse 
(RN) did an assessment or reconciled his/her 
medications. There is no evidence that an RN 
completed a care plan for the fesident. The care I 
giver that was present in the home„ stated on 
9/4/19 at 8:30 AM, that the RN only checks off the ; 
resident's medications when they come to the 	- 
facility. S/he further stated that the RN had not 
been in for a long time. 	 , 

The owner Confirmed at 10:30 AM on 9/4119, that • 
there has been no RN coverage since December 
2018 and no RN reviewed Resident #1 upon 
admission. 	It was further confirmed at this time, 
by the owner, that unlicensed staff have been 
giving medications to the resident without RN 
oversight 

R134 V. RESIDENT CARE AND HOME SERVICES 	R134 
SS=D 

5.7 Assessment 

5.7.a An assessment shall be completed for 
each resident within 14 days of admission, 
consistent with the physician's diagnosis and 
orders, using an assessment instrument provided 
by the licensing agency. The resident's abilities 
regarding medication management shall be 
assessed within 24 hours and nursing delegation 
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implemented, if necessary. Z\.\-  
.C2-. 	\J-3  \ \ \ \I--)  < • 	. 

ThS REQUIREMENT is not met as evidenced 
by:' ‘4-..e5\ 	.'t..e__6__. t7c---(2  	l' ,;(\c\Q'7'k-\ (A 0.- 	'c 	3: 
Based on staff interview and record review, the \,b ,Q 0......\.1 ,-€0. .3,. \\ 5e) 
facility failed to ensure that assessments were 
completed for 1 of 5 residents in the sample, ').-t.iN1A5 	-5(:), l_.).- 	\-\(\. 	\n ,... 
Resident #1, within 14 days of admission. V \--, 	Cc)--Mi 	Q1 ". - S-c.  L' 
Further the resident's abilities regarding Am,  % 
medication management was not assessed within: vcs  42:&9, ( C1- k5r-' .A.,  

24 hours, and no nursing delegation was 
completed. 	Findings include: 

Resident #1 was admitted to the facility 3/6/19 
and in reviewing the medical record, there is no ' • 
evidence that an assessment was completed by a 
Registered Nurse (RN) within 14 days of 
admission. The owner confirmed on 9/4/19 at 
10:30 AM that there has not been a completed 
assessmenf and medication review by an RN fOr 
Resident #1 and unlicensed staff have been 
providing care for the resident that s/he felt was 
necessary based on information s/he had 
obtained upon admission. 

R135 V. RESIDENT CARE AND HOME SERVICES 	R135 
SS=D 

-̀--O 	V_' 	\)--) \ .\ 	\i).*  

. 	 ' \(\ C- .-c. 6 e.c --tj'v---Q 5.5 Assessment 
tk C.5„\A.N1 Ni \ -Q\KD 
, 

5.7.b If a resident requires nursing overview or •\ SS N C.7-141 	 \- 0..._,__vX W\ 	 .Thk  
nursing care, the resident shall be assessed by a 
licensed nurse within fourteen days of admission \ ,_. 	\ \ 	V.,̀ IL 	̀<•€SN\  \ 	.)N-' \ 	• 
to the home or the commencement of nursing 
services, using an assessment instrument N C_C---:\e"--"/Lc 

	\ fi„-P..24.-AS 

provided by the licensing agency. L(,_e \C 	'.Ct3- 	(23"---°-:t- 

This REQUIREMENT is S 	,c--.  not met as evidenced 
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R135 	Continued From page 3 	1135 

by: 
Batted on staff interview and record review, the 
fa6.,lity failed to have a licensed nurse assess 1 of 
5 residents, Resident #1, within 14 days of 
admission, using an assessment instrument 
provided by the licensing agency. Findings 
include:. 

There is no evidence that an assessment was 
completed within 14 days 6f the 3/6/19 
admission, The resident requires medication 
administration. Confirmation was made by the 
owner on 9/4/19 at 10:30 AM that a 14-day 
assessment was not completed by a licensed 
nurse. 

8136 V. RESIDENT CARE AND HOME SERVICES 	R136 
55=17  

• 
5.7. AsSessMent 

5.7.c Each resident shall also be reassessed 
annually and at any point in which there is a 
change in the resident's physical or mental 
condition. 

This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview and record review, the 
facility failed to insure that resident assessments 
for 3 of 5 residents, Resident #2, 3 and 4, were 
reassessed annually. 	Findings include: 

Review of medical records on 9/4/19 presents 
that Resident #2 last had an assessment 
completed on 4/30/18, Resident #3 last 
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R136 Continued From page 4 	 R136 
i:, 	• 
.sSessment was completed by the Registered 
ti,•14se on 7/30/18 and Resident #4 was 8/31/18. 
Th 	owner confirmed on 9/4/19 at 10:30 AM that 	• 
there has not been a Registered Nurse available 
to complete the assessments. 

R145 V. RESIDENT CARE AND HOME SERVICES 	R145 
SS=D 

5.9.c (2) 

Oversee development of a written plan of care for 
each resident that is based on abilities and needs 
as identified in the resident assessment. A plan 	- 
of care must describe the.care and services 
necessary to assist the resident to maintain 
independence and well-being; 

• . 

This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview and record review, the 
facility failed to insure development of a written  
plan of care for 1 of 5 residents, Resident #1. 
Findings include: 

Resident #1 was admitted to the home on 3/6/19 
and at the time of admission there is no evidence 
that a Registered Nurse (RN) was available for 
the facility to complete the plan of care. The 
owner confirmed on 9/4/19 at 10:30 AM that there 
was no RN to complete the plan of care. 

Ria5 V. RESIDENT CARE AND HOME SERVICES 	R146 
SS-L 

5.9.c (3) 
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PrOvide instruction and supervision to all direct 
cai;!, personnel regarding each residents health 	

I care needs and nutritional needs and delegate 
nur

i
sing tasks as appropriate; 

This REQUIREMENT is not met as evidenced 
by 
Based on staff interview and record review, there 
is no evidence that the facility provided a  
Registered Nurse to provide instructions and 
supervision to all direct care staff regarding the 
health care needs and delegation of nursing tasks. 
as appropriate for 5 of 5 residents that live at the 	• 
facility and one resident, Resident #1 in regards 
for direction for monitoring blood pressures after 
falls that were in relation to bouts of being dizzy. 
This citation requires Immediate Corrective Action 
due to the risk to resident safety. 	Findings 
include: 	,  

During an interview with the care giver at the 
home, s/he ''stated that his/her duties were to 	 4I 
monitor the residents while doing daily activities, 
helping them as they need, and s/he does 
medication management for the residents. There 
is no evidence that supervision from a Registered 
Nurse.  (RN) has been provided since December 
2018 for the care of the residents and there is no 
evidente that an RN has assessed the staff that 
are medication delegated for greater than one 
year. The care giver at the home stated that s/he 
cannot recall the last time that the RN oversaw 
the medication administration and further stated 
that the RN only checks off all the medications 
when a resident comes to the facility. The 
caregiver also confirmed on 9/4/19 at 8:30 AM 
that if a resident has a fall, s/he assesses them to 
make sure they are okay and if they say "ow" s/he 
assumes there is an injury and calls the rescue 
squad. 
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Reifident #1 had falls on 5/21/19 and bumped 
hither head and there was no notification made 	, 
to fine RN, on 6/24 and 6/27/19 s/he got dizzy and : 
;`ell, 	Resident #1 fell again on 7/9/19 after getting 	; 
dizzy. 	Resident #1 also sustained falls on 7/18 
and 7/29/19 in which s/he said that their left knee 
gave out. The resident went to the emergency 
department on 8/5/19, at their request, to find out . 
why his/her left knee hurt and why they kept 
getting dizzy and it was found that the resident 
required medication adjustment to assist with 
hypotensive episodes that were causing the falls. l 
There is no evidence that an RN provided 
instructions for the staff regarding the health 
needs of Resident #1. The owner confirmed at 
10:30 AM on 9/4/19 that there was not an RN for 
the facility to contact. 

R148 V. RESIDENT CARE AND HOME SERVICES 	R148 
SS=L  

5.9.c (5) 

Assure that residents' medications are reviewed 
periodically and that all resident medications have 
either a supporting medical diagnosis or problem; 

.. 
This REQUIREMENT is not met as evidenced

_\_;', 

by: 
Based on staff interview and record review, the 
facility failed to ensure that resident's medications \r\...-C: 

are reviewed periodically. This citation requires 
Immediate Corrective Action due to the risk to 
resident safety. 	Findings include: 

During record review of the medical records, it 
was found that there is no signature on the 
medication administration record (MAR) that the 
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care givers use to determine what medications 
argiven to the resident. 	Further review of the 
recOrd showed that the last visit from the 
Re6istered Nurse (RN) was in December 2018, 
The caregiver on duty on 9/4/19;  at the time of 
the review, stated at 8:30 AM that the RN only 
checks the medications when a resident comes 
to the facility. S/he further stated that the owner 
copies the medications on the MAR from month 
to month and s/he stated that the information 
came from doctor orders and what was on the 
previous Month's MAR. The owner confirmed at 
10:30 AM that s/he reviews the medications for 
the residents and not an RN. 	. 

R155 V. RESIDENT CARE AND HOME SERVICES • 	R155 
SS=L  

5.9.c. (12) 	,• 

Assume responsibility for staff performance in the 
administration of or assistance with resident 
medication in accordance with the home's 
policies. 

This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview and record review, the 
facility failed to have a Registered Nurse on duty 
that assumed the responsibility for staff 
performance in the administration of medications 
in accordance with the home's policies. This 
citation requires Immediate Corrective Action due 
to the risk to resident safety. 	Findings include: 

Per review of the home's policies, they dictate the 
Registered Nurse (RN) responsibility for staff 
performance in the administration of resident 
medications. The policy was not adhered to, as 
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R155 	Continued From page 8 	 R155 
.. 	.. 
tile home did not have RN coverage since 
De.yember 2018. The policy for administration of 
psy.photropic medication required the Abnormal 
Involuntary Movement Scale administered every 
six months for patients on psychotropic 
medications was not followed as there was no RN 
coverage. The policy for nurse oversight quotes 
the Vermont State Residential Care Home 
Licensing Regulations regarding medication 
administration which states; that the RN will 
assure that residents medications are reviewed 
periodically and that all resident medications have ' 
either a supporting medical diagnosis or problem 
(5.9.c(5)), assume responsibility for.staff 
performance in the administration or assistance 
with resident medication per house policies 
(5.9,c(12) and 5,10,(1(3)). 	It continues to include 
reference to teaching designated staff proper 
techniques fpr medication administration and 
providing appropriate information about the 
resident's condition, relevant medications and 
potential side effects (5.10.d(3)(i)) and the 
assessing of the resident's condition and the 
need for any changes in medications, monitoring 
and evaluating the designated staff performance 
in carrying out the RN's instructions (5,10,d(3)(ii) 
and 5.10.d(iv). 	Per confirmation on 9/4/19 at 
10:30 AM by the owner, the policies were not 
followed because there was not RN coverage for 
the facility since December 2018. 

R161 V, RESIDENT CARE AND HOME SERVICES 	R161 
SS=L 

5.10 	Medication Management 

5.10.b The manager of the home is responsible 
for ensuring that all medications are handled 
according to the home's policies and that 

nil 	v:ensIng and Protection 
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R161 	Continued From page 9 	 R161 
,\, 
6esignated staff are fully trained in the policies 
an9;  procedures. 

ThiS REQUIREMENT is not met as evidenced 
!DY: 	• 	 • 
Based on staff interview and record review, the 
facility failed to ensure that the manager of the --cL 
home ensured that all medications were handled 
according to the home's policies. This citation 
requires Immediate Corrective Action due to the 
risk to resident safety. 	Findings include: 

Review of the home's policies for nurse oversight i 
states that the Registered Nurse (RN) will assure ! 
that resident's medications are reviewed 	. 
periodically and that all resident medications have 
either a supporting medical diagnosis or problem, • 
The policies also include that the RN will assess 
the residentp condition and the need for any 
changes in Medications and monitoring and 
evaluation the designated staff performance in 
carrying out the RN's instructions. 	Per care giver 
of Harvey House on 914/19 at 8:30 AM, s/he 
doesn't know when the medication tests were 
taken and said that the RN never came to pick 
them up. The owner confirmed on 9/4/19 at 
10:30 AM, that there was no RN coverage for the 
home since December of 201.8 and there had 
been no RN oversight of staff designated to 
administer medications, The staff took a 
medication administration quiz in 2019, but there 
are no dates to indicate when they were taken 
and no signature of who administered the quiz. 

R103 V. RESIDENT CARE AND HOME SERVICES 	R163 
.S -=-G 

5.5 Medication Management 
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t;-10.d 	If a resident requires medication 
adOinistration, unlicensed staff may administer 
medications under the following conditions: 

(1) A registered nurse must conduct an 
assessment consistent with the physician's 
diagnosis and orders of the resident's care needs • 
as required in section 5.7.c 

This REQUIREMENT is not met as evidenced 
 by 

Based on staff interview and record review, the 
facility failed to ensure that a Registered Nurse 
conducted an assessment with the physician's 	i 
diagnosis and orders of the resident's care needs , 
for 1 of 5 residents, Resident #1. 	Findings 
include: 

Resident #1 was admitted to the facility on 3/6/19 
and there iS•no evidence that an assessment was 
conducted by a Registered Nurse prior to 
unlicensed:staff administering medications to 
Resident #1. 	Resident #1 was seen in the 
emergency department 8/5/19 and had changes 
in condition and medications, s/he Also had an 
increase of his/her Clonidine (a medication used 
for hypertension) but did not have an RN review 
the medication change or the reason for the 
change. The owner confirmed at 10:30 AM on 
9/4/19 that the facility did not have an RN for 
overview and assessments 

8165 V. RESIDENT CARE AND HOME SERVICES 	R165 
5S=L 

5.10 Medication Management 

5.10.d 	If a resident requires medication 
administration, unlicensed staff may administer 
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Medications under the following conditions: 
,, 	): 
(3)'; jhe registered nurse must accept . 
responsibility for the proper administration of  
medications, and is 	responsible for: 

i. Teaching designated staff proper techniques 
for medication administration and providing 
appropriate 	information about the resident's 	' 
condition, relevant medications, and potential 
side effects; 

ii. Establishing a process for routine 
communication with detignated staff about the 
resident's condition and the effect of medications, 
as well as changes in•rnedications; , 

iii, Assessing the resident's condition and the 
need for any changes in medications; and 
Monitoring and evaluating the designated staff 
performance in carrying out the nurse's 
instructions., 

This RQUiRFMENT is not met as evidenced 
by: 
Based on observation, staff interview and record 
review, the facility failed to ensure that unlicensed 
staff did not administer medications without the 
direction of a Registered Nurse and without an 
assessment of the resident's condition and the 
need for any changes in medications for 5 of 5 
residents, Resident #1, 2, 3, 4 and 5: This citation 
requires Immediate Corrective Action due to the 
risk to resident safety. 	Findings include: 

Per interview 0119/4/19 at 5:30 AM, the caregiver 
of the home stated that s/he has been a 
medicated delegated staff member since 2003 
and could not recall the last time an RN assessed 
his/her competency in medication administration. 
S/he further confirmed that Resident #1 was 
admitted on 3/6/19 and s/he did not think that an 
RN had been in to assess the resident. The 
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caregiver also stated that Resident #1 had a 
chOge in medications after s/he went to the 
ernergency department on 8/5/19 and had a 
chnge in his/her Clonidine. 	Resident #2 
received a new order for Tylenol 500 milligrams 
twice a day and the order was from the doctor but i 
did not think there had been an RN. The 
medication administration record indicated that 
the residents of the home were receiving 
medications and while on site, the caregiver 
obtained and administered medications for three 
residents. The owner confirmed at 10:30 AM on 	i 
9/4/19 that the staff that administer medications 	I 
have been trained by the RN, but there has been ' 
no RN oversight since December of 2018 and 
any medication changes made were not reviewed i 
by an RN. 

R178 V. RESIDENT CARE AND HOME SERVICES 	1  R178 
SS=L 

. 	.., 
5.11 	Staff'Services 

5.11.a There shall be sufficient number of 
qualified personnel available at all times to 
provide necessary care, to maintain a safe and 
healthy environment, and to assure prompt, 
appropriate action in cases of injury, illness, fire Niv,-(2_& 
or other emergencies. 
This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview and record review, the  

facility failed to ensure that there is always
_.,... 

sufficient number of qualified personnel available 
to provide the necessary care and to maintain a 
safe and healthy environment. This citation 
requires Immediate Corrective Action due to the 
risk to resident safety. 	Findings include: 
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keview of the resident records, there is no 
evitlence that a Registered Nurse (RN) oversaw 
the, provision of care and development of plans of 
care. The facility has been without an RN to 
provide the nursing oversight and delegation of 	. 
nursing tasks, including medication management. 
Unlicensed staff are providing nursing care and 
medication administration without any nursing 
oversight or supervision. There have been no RN 
visits since December 2018. 	 . 

Per interview on 9/4/19 at 8:30 AM, the caregiver 
of the home stated that the Registered Nurse 
(RN) sthe has been a medicated delegated staff 	- 
member since 2003 and could not recall the last 
time an RN assessed his/her competency in 
medication administration. 	S/he further 
confirmed that Resident #1 was admitted on 
3/6/19 and s/he did not think that an RN had been - 
in to assess the resident. The caregiver also 
stated that Resident #1 had a change in 
medicationS after s/he went to the emergency 
department on 8/5/19 and had a change in 
his/her Clonidine. Resident n received a new 
order for Tylenol 500 milligrams twice a day and 
the order was from the doctor but did not think 
there had been an RN. The medication 
administration record indicated that the residents 
of the home were receiving medications and 
while on site. the caregiver obtained and 
administered medications for three residents. 
The owner confirmed at 10:30 AM on 9/4/19 that 
the staff that administer medications have been 
trained by an RN in the past, but there has been 
no RN oversight since December of 2018 and 
any medication changes made were no reviewed 
by an RN. 
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